Introduction
The purpose of this paper is to describe the psychopathology in five children with peptic ulcer and. t~draw attention to an observed association between this condition and the 'school phobia'*'"' syndrome.
Although peptic~lcer~were. once considered to be rare in children, sizeable series of cases are now being reported in the psediatric and radiological literature, (2, 3, 9) and Girdany has stated; "Duodenal ulcer is a common cause of abdominal pain in the p~diatric patient" (6) . It seems that increased clinical aw~re ness, coupled with improved radiological techniques, is responsible for the. more frequent diagnosis of ulcers in children.
The manifestations of peptic ulcer in children tend to be atypical. The pain, when reported, is often poorly localized and less clearly related to meals than in the adult. Less often, too, is it relieved by eating. Nausea and vomiting are more common ulcer symptoms in children, possibly due to the small calibre of t~e duodenum. Anorexia, early morning pam and headaches are not infrequently reported. A considerable number of ulcers in children are first diagnosed when complications such as a hemorrhage or perforation have occurred. (2, 9) .
Radiological examination does not always demonstrate a crater and in such instances many physicians are reluctant to make the diagnosis. When the X-ray shows pylorospasm or irritability of th.e bulb, some clinicians make the diagnosis of duodenitis. Berg (2) reports, however, that re-examination of such cases after a -"Presented at the North Pacific Society of Neurology and Psychiatry Meeting, Seattle, Washington, April 4" 1963. . . h lDepartment of Psychiatry -University of Bntis Columbia.
""In using the tenn 'school phobia' the author defers to custom, for, in a previous publication he has expressed the view that the dynamics of phobia are inapplicable and that 'school refusal' is in some respects a more appropriate term. It too, however, has its drawbacks. (8). chiatry. Similarly, the 22 cases of 'school phobia' referred to, represent all of the cases of this syndrome seen in the same period. Three of the peptic ulcer children were referred because of their ulcer. The other two cases were referred for other reasons and the ulcer was a matter of history.
CASE L-Presenting Problem.
The patient, a nine year old boy, was referred following a sudden gastric hremorrhage which lead to the diagnosis of peptic ulcer.
Adjustment difficulties had been noted in the first grade, at which time the child was described as "nervous, high-strung, inhibited and tending to withdraw socially." Absences during that year were due to tonsillitis.
In the second grade the boy missed a considerable amount of school due to a tonsillectomy complicated by a hremorrhage and subsequently by a broken arm. When he was well enough to return to school he resisted going. At home he had become belligerent and unwilling.
In the third grade the reluctance to return to school persisted. While at school he was minimally participant, did little work, was listless and withdrawn. In December, without symptomatic warning, his ulcer hremorrhage occurred.
Historical Data
The patient was a product of a pregnancy complicated by toxemia which led to induction of labour at eight months. As an infant he was regular but highly energetic and "he did not want to be held." He was a resistant child and breath-holding spells in response to frustration led to passing out on several occasions.
The mother is the dominant parent. She is an angry person, angry at her husband and at the doctors who have failed to solve her problem. She is strongly identified with her son whom she seeks to protect from a demanding world. In her management of this boy she has fluctuated from permissive indulgence to ineffective over-control.
The father is a passive man, essentially unrelating to his family and still dependent on his own mother.
The Patient.
The patient is the middle of three children. He is a bright perceptive boy with evident anxiety and a need to control the interview situation. He alternates from ingratiating cuteness through passive resistant behaviour to direct challenge. He giggles, becomes silly and requires limits. In the course of the interview he ultimately informs the examiner of the following:
"(1) He does no work at school and does not intend to.
(2) He fools his mother about not being able to go to school but then she really likes to have him home to help with the housework.
(3) He is tough, even brutal." This last declaration is modified through successive stages until it becomes a complaint of how others have brutalized him.
The impression formed was that the patient was an immature boy over-involved with his mother in a hostile-dependent relationship which had infantalized him, interfered with his separating himself and achieving an appropriate autonomy. Despite his omnipotent fantasies he had little real sense of his own worth, suffered muohanxiety and was conflicted in his relationship to authority.
Outcome
Treatment was undertaken with mother and child and was oriented towards achieving mother-child separation and so releasing the child to resume psychological growth. With direct support by the therapist, the mother was gradually able to achieve a more realistic differentiation of parent-child roles and so offer the child both the requirement and the opportunity to assume some reasonable responsibility for his behaviour. The mother's statement, "I can't solve all his problems for him. He will just have to do some of his own growing up" epitomized the change in her attitudes.
With the boy the therapy offered a relationship of clarity with respect to the identities of himself and the therapist. While the child's need to impose his omnipotence on the therapeutic situation was resisted, his need to define an appropriate autonomy was respected. He was assisted to dissipate some of his anxiety and hostility in projective play.
Treatment was terminated after five months, at which time the boy was doing his school work, attending without protest and beginning to develop some relationships to his peers. He was without gastrointestinal symptoms and had gained 22 lbs. since his hsernorrhage. The mother was no longer markedly over-involved with the child.
CASE ll-Presenting Problem.
The patient, an eight year old boy, first complained of abdominal pains very shortly after school began. The pain occurred in the early mornings and was sometimes accompanied by vomiting. In November an X-ray examination demonstrated a duodenal crater.
Adjustment difficulties had been reported from the beginning of school which the patient disliked and was reluctant to attend. He had not actually resisted attendance, however, prior to the development of his ulcer. In school he has been an inhibited, isolated boy who prefers to stay in at recess and who has but one friend. He is resistant to the teacher's authority and inclined to avoid school since his ulcer has developed.
Historical Data.
The patient was a product of a term pregnancy which was complicated by toxemia in its final stages. He was an irregular infant, particularly with respect to feeding and had colic for the first seven months. His mother cared for him with patient dedication. She was constantly up at night with him. He grew to become a wilful, determined child who resisted expectations. Each step in maturation was a struggle. Apart from an episode of bleeding following a tonsillectomy, he had not been significantly ill.
The mother is a controlled person, very aware of social expectations and anxious to conform. She feels the boy has been spoiled, that his illness represents her failure, but declares, "I did not want to make him sick." She appears to be paralyzed in relationship to this boy who scolds her if she crosses him. She takes some comfort from the fact that her older daughter is popular, well adjusted and a Grade A student. She has some covert annoyance at her husband's dedication to this boy and, presumably, neglect of her. The father, a somewhat compulsive military officer of field rank, is closely related to the boy, amused by his shrewd manipulations, and inclined to extenuate the boy's deficiencies.
The boy resists being interviewed by continuing to read his book, which he is ultimately persuaded to put down, "after he finishes his paragraph." He mutters or ignores questions, answers non-responsively and presents a facade of patronizing boredom. He is, however, a perceptive boy, shrewdly aware of nuances and quite defensive. He sees threats to his individuality in every situation but as he becomes more comfortable he expresses many hostile fantasies centering about authoritarian concerns such as, the boss and the bossed, Hitler and slaves, Kings, etc. He uses childish terminology such as, "Mummy, Daddy, doggy", without apparent awareness of these being inappropriate to his age.
In summary the boy is infantile, has resisted growing up, remained conflicted about his rights and unclear with respect to his autonomy. He has retained infantile fantasies of omnipotence and experienced a considerable amount of affective disorder.
Outcome.
The ulcer symptomatology resolved itself spontaneously and treatment of the child and parents was undertaken in another setting.
CASE Ill-Presenting Problem.
The patient is a 9t year old girl who complained of stomach pains and nausea in the mornings shortly after school began. She was listless and did not want to attend and with her mother's compliance, missed a considerable amount of school.
Physical examination revealed occult blood in her stools and an anemia. An X-ray examination revealed marked pylorospasm and filling of the duodenal cap was deficient. After antacid and belladonna treatment, a second X-ray revealed some spasm and a niche in the duodenal cap which was considered possibly to be an ulcer.
During the first two grades this girl had complained of being afraid of the teachers and had not wanted to go to the school. Mother was extenuating and considerable absence resulted. At school the patient was an isolated, almost estranged child which fact, however, the mother denied in reporting that the girl was "gentle, appealing and very popular."
The patient was adopted as an infant and the history of the pregnancy is not available. She was, "a strong willed infant, who was furious if you stopped feeding to burp her." She resisted limits and would not go to bed at night or dress in the morning, "sometimes until noon". She had expressed marked separation anxiety as a small child.
The family was somewhat alienated from the community and inclined to project the responsibility for their difficulties on others. The mother is over-involved with this girl in a 'protective fashion. She projects many of her own problems on to the child rather than appreciating the girl's individuality.
The father is a passive man, who is inclined to defer to his wife and accept the roles assigned him, by her. He, too, is extenuating of the patient.
The Patient.
The patient approaches interview in a sweet, ingratiating, soft-spoken but cagey manner. She controls by ignoring what she wishes. She alters facts to suit herself. She ultimately re-veals a number of anxieties. She is afraid the teacher might scream at her and she will look dumb. She is afraid that the children might hurt her. She elaborated a fantasy in which she played a role reminiscent of Joan of Arc. She sometimes worries that her mother may become sick or injured.
She appears to be an infantalized girl who, as a result of mother's over-protectiveness has been unable to mature and separate herself. This mother's over-relatedness, while protective, is insensitive in character and undoubtedly generates much hostility in the child. The patient has resisted limits passively, been reluctant to attend school and probably has a peptic ulcer.
Outcome.
The parents refused treatment, assigned responsibility for the problem to the school and sought to protect their daughter from the vicissitudes of the classroom.
CASE IV-Presenting Problem.
The patient is a fourteen year old boy who, for three years, has periodically resisted going to school, sometimes with physical complaints such as gastrointestinal symptoms, colds or headaches. Sometimes he merely refused to attend. Efforts to force him produced severe hostile, aggressive reactions and were unsuccessful. He has missed as much as 45 consecutive days of school. He spends his day lying in bed, reading, listening to the radio or sleeping. He stays up most of the night. He has a bad temper and when crossed, becomes destructive.
A year prior to being seen the boy had begun to complain of stomach upset aggravated by spicy foods. An X-ray taken at that time revealed an ulcer crater. After six months of anti-ulcer therapy a repeat X-ray examination showed no crater. The referral, at this time, arises out of the school threatening to suspend the boy, if he does not attend.
Historical Data.
The patient, the oldest of two boys was the product of a normal pregnancy and delivery. Mother's infantalization was marked. When the patient was 21, the brother was born. The patient returned to the bottle and was not weaned until he was four. He was in diapers until 4t when chickenpox, "somehow produced better control." He has slept with his mother frequently and this appears to have been an over-stimulating relationship. He has marked jealously towards his more competent younger brother.
The mother, an intelligent professional woman, appears to be living out a profoundly masochistic pattern. She is a bland, uncomplaining, seemingly resigned person, who supports the family, extenuates the boy's failures and her husband's incapacities. She has much sympathy with their 'nervousness'.
The father works intermittently, enjoys sporadic political activity and Sunday School teaching. He feels, with some justification, that his son is 'a chip off the old block'. He is passive, ineffectual and dependent upon his wife.
The Patient.
The patient is a bizarre looking boy with a sttange haircut, effeminate speech and mannerisms and a blandness, reminiscent of his mother. He is excessively compliant, passive and indicates that he does not want to go to school as though that was all there was to be said about it. His relationship is distant and tenuous as though the whole matter of therapy was an unimportant one.
Outcome.
Using direct techniques the boy was returned to school which he did not resist. It was felt, however, that separation from home was essential to his maturation, and placement in a boarding-school for boys was undertaken. Despite many threats the boy complied with this plan and did surprisingly well for the following year. Two years later however the school refusal symptom had returned. When this was discussed with his mother she felt that "since he had promised to go back next year it would be better to let him have his way."
CASE V -Presenting Problem.
The last case was seen but briefly. She was a fourteen year old girl who, shortly after the beginning of sohool had become agitated and fearful that she was losing her mind. She had developed sexual delusions and become incoherent on sexual, religious and persecutory themes. She was acutely schizophrenic and was hospitalized.
Historical Data.
She had been a premature child whose mother felt that from birth this girl lacked the capacity of her older sister and so had over-protected her. From the beginning of school the child had missed much time for physical complaints and she frankly had not liked to go to school. When she was nine she developed gastrointestinal complaints. An X-ray, at that time, revealed a duodenal ulcer. As part of the present illness the patient had become distraught at school and did not want to go. She had then been allowed to remain out of school until this September when her present illness developed.
Summary of Clinical Data
There are a number of points of similarity in these cases which may profitably be summarized at this point.
Perhaps the most striking similarity is that, in addition to having peptic ulcers in common, all five of the children display in some ,degree the c~~dina~sy~p tom of the school phobia child, i.e., relucrance or refusal to attend school.
The children, strong-willed as infants, seem to retain much of their infantile omnipotence as they struggle to dominate their mothers. They are egocentric, having as little comprehension of the point of view of others as the four year old who believes the sun rises when he does and follows him about all day (I). They tend, in their struggle for autonomy to be arrogant, to regard the mildest of limits as threats to their integrity. While they 'are shrewd and perceptive they are incapable of using their perceptions to form a comprehension of others. They are often capable of flagrant denials of reality, particularly when they feel their fragile self-esteem to be involved. They are anxious, fearful of separation and rejection. Outside of their homes they avoid the demands of peer relationships, retreating into inhibited isolation and passivity. Their hostility, passively expressed outside of their homes, is often overt within the constellation of their family.
The mothers are over-protective women who set few limits or who overcontrol ineffectively. They seem to lack autonomy themselves, to have little clarity with respect to their rights in relation to their child or, in some cases, to their husband. They defer to the child and are tyrannized by him. They are guilty about their child's illnesses and deficiencies.
The fathers tend to be non-significant persons, existing on the periphery of the hostile-dependent mother-child mutuality. Where involved, they too tend to be extenuating and indulgent.
To a large extent these characteristics of the child and the parents are characteristics of the school-phobia constellation. Because of this similarity in psychopathology the author felt there might be profit in reviewing the histories of school-phobia cases seen for possible gastrointestinal symptomatology. The following data was obtained.
Twenty-two cases of school phobia were seen. Sixteen of these fell into the category of acute school phobia, (8) four were classified as characterological school phobia and two cases represe.nte.d incipient psychosis. There were no sIgmficant somatic complaints recorded in the characterological or incipient psychosis cases. Of the sixteen acute schoolphobia cases, there were ten~n :which somatic complaints formed a sIgmficant part of the symptom picture.
In one case urinary frequency was the only somatic complaint. In the other nine cases gastrointestinal complaints were prominent. The most common such complaint was of abdominal pain, with nausea and/or vomiting next in frequency. In two cases lower bowel symptoms, i.e., urgency and diarrhcea were also present. In two of these cases headache was also a complaint. To the author's knowledge, in only one case had a radiological investigation of the gastrointestinal system been undertaken.
Before turning to a discussion of the data it should be noted that of four birth and pregnancy histories obtained, in the peptic ulcer cases three were abnormal. In two cases toxemia of 'Pregnancy complicated the picture and in the third premature birth of unknown etiology had occurred. Also, for what it may be worth, two of the children had hsemorrhaged following tonsillectomy.
Discussion
This data suggests, as did the data of T aboroff and Brown (10) and the data of Chapman et al. (5) , that psychological stress, perhaps of a particular kin~, may play a significant role in the geneSIS of peptic ulcer in children. To some exteI.It then, we may be justified in includmg this condition amongst the psychosomatic disorders of childhood.
The relationship to school phobia observed in these cases, that is the co-existence of the school-reluctance or refusal sY?1ptom and peptic ulcers, togevher with the similarities in psychopathology noted, needs further examination. Perhaps the most important implication is that the somatic complaints of the schoolrefusing child may represent more than attempts~o manipulate his parents, more than tensional concomitants of his anxiety, but may, in some cases be due to an undiscovered peptic ulcer. The fact that upper gastrointestinal complaints were present in nine out of 16 cases of school phobia and only one of these had ?e~n inv~stigated for ulcer, suggests that It IS possible some ulcers are being overlooked.** Studies of adults with peptic ulcer have. tended. to implicate dependency conflicts, which, reasoning retrospectively, have generally been considered to bẽ residue of unmet dependent needs of mfancy. In these cases however there is ample evidence that the mothers have fo: the mos~part, provided the childreW It~a~u~felt of dependent gratification. While It IS true some of this may have stemmed from ambivalent sources, by no means have these children been ne-gle~ted. On the .cont:ary, they have ex-penencedattentIve, m some cases dedicated, even anticipatory mothering. Even so, they too show conflicts centering about dependency. They have unresolvd sep~ration anxiety. They are involved In host1le-depe~dent relationships to their mothers. Despite much gratification of dependent strivings they have not been able to move on to more mature func-!ioning.
On{#OEnquiries directed to prediatric surgeons elicit the f ormatilon that ulcers removed surgically from children requent y have a more 'acute" appearance than those. remove~from adults. Perhaps the peptic ulcer of childhood IS mor~rapidly transient pathology, liable t~X-ray demonstration for a brief period in its natural history of development and healing.
If these children have a clearly unmet need it is for limits. Their mothers have, for a variety of reasons been unable to present their child with behavioural expectations that will lead to his maturation. Unwilling to a.llow their child to experience frustration, with its accompanying an~ety and hostility, they have protected him from the vicissitudes of reality. Unable to develop those aspects of personality essential to autonomous functioning the children have no alternative but to continue to be dependent upon their mothers. . It is considered that the infant experiences the world from a necessarily omnipotent point of view and that the disillusion of this omnipotence occurs as a result of inevitable reality intrusions. When the bottle does not arrive immediately he screams, or later, when the sofa does not move when he demands that it do so, in each of these cases a fragment of his omnipotence is challenged. This produces anxiety but, if the reality is maintained and he copes without dreaded consequence, psychological grow~h occurs. A multiplicity of such expenences a.re necessary for the child to give up his omnipotent view of the world, exchanging it for an appropriate autonomy. Each experience of anxiety or frustration tolerated without dread consequence, increases his capacity to toler-ate~Inpl~asant affe~t. Each experience of copmg mcreases hIS self-esteem, and his capacity for independent functioning.
In these infantalized children mother has protected the child from the disillusioning reality. She has not allowed him to experience frustration. Denied anxiety he has developed little tolerance for it; denied experiences of coping he has little self-esteem, he clings to his omnipotence. Any limit experienced becomes a threat to his omnipotence and he reacts with disproportionate distress and attempts to deny the limit, to circumvent it or in some manner assure himself that he really has control of the situation. His continued egocentricity is a consequence of a lack of real experience of others, primarily the product of the mother's selfeffacing subjugation of herself to the child.
These children are psychologically incompetent to move from dependent functioning to ,autonomy, that is to a degree of self-determination appropriate to their age, accepting with comfort the support of their parents' authority. It would seem that this incapacity for functioning in orher than dependent ways, may be responsible for their continued conflicts centering about dependency concerns.
It may be that these children experience a great deal of continuing conflict because of their incapacity for autonomous function, their necessarily protracted dependent state, and that tensional concomitants of this conflict, involving the gastrointestinal tract, may in time produce an ulcer. If so, it is likely that other factors may also play a role in determining the nature of the symptom that results.
This particular conflict is seen in many children who have other symptoms than ulcer. The psychopathological configuration of protective-infantalizing parent and perpetuated infantile omnipotence is being described in relation to a considerable variety of childhood symptomatology. The author has seen this constellation associated with underachieving at school, behaviour problems in the primary grades, stealing, other delinquent patterns and anxiety states. Indeed the omnipotent child is a common one, worth describing independent of the symptoms he presents.
Not all children with this conflict have ulcers. It may be that, for a child to react with an ulcer some other factor, a familial tendency (11), or perhaps a birth or pregnancy complication, sets the stage for a gastrointestinal response to stress.
Finally, there is in this formulation of the psychopathology of peptic ulcer in children an implication for management of the disorder. Separation anxiety may be alleviated by avoiding separation but separation conflict is mastered by achieving separation. Treatment directed toward achieving mother-child separation, does not in the author's experience, aggravate the ulcer symptomatology nor increase the separation anxiety. Children with peptic ulcer should probably attend school as regularly as is compatible with their medical condition and will not benefit from being allowed to languish in inappropriate infantalization, Summary Five cases of peptic ulcer in children are reported and the coexistence of reluctance or refusal to attend school is noted. The psychopathology observed is felt to result from the failure of the parent to set limits for the child and to permit the child to develop capacity for functioning in other than dependent ways. The direct management of the syndrome to achieve mother-child separation is recommended. Bibliography commun qu'on ne l'avait suppose, Les recherches psychiatriques sur cet etat ont ete peu nombreuses mais elles laissent voir que des facteurs ernotifs ont un rapport significatif dans la production de l'ulcere.
L'auteur signale cinq cas chez qui on a constate des ulceres peptiques, Chez tous ces cas, on a egalement rernarque une repugnance ou un refus prononce de frequenter l'ecole. L'auteur a en outre remarque la frequence des symptornes gastro-intestinaux chez les enfants qui avaient la phobie de l'ecole et avance que no us ne pensons peut-erre pas aux ulceres.
Enfin, l'auteur decrit la constellation de meres qui montrent trop de sollicitude en pareil cas et laisse entendre que les besoins de dependance des enfants ont ete satisfaits, peut-etre d'une facon excessive. Le defaut de rnaturite au dela des concepts de dependance des enfants envers leurs parents est attribue au fait qu'on prive les enfants des occasions d'edifier leur "moi", ce qui leur permet de douter de leur capacite de se tirer d'affaires par eux-memes et de s'affranchir.
L'auteur propose que les traitements devraient erre orientes vers la separation de la mere et de l'enfanr. 
